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CHAPTER l 
INTRODUCTION 
The Purpose of the Study 
It is generally recognized that many psychological mal-
adjustments have their origin in the fears of childhood and many 
of these fears are related to illness and hospitalization. 1 
All children, whether they are well-adjusted or not, when 
they first come to the hospital are faced with a stress situation of 
illness, strange medical procedures and separation from home. Upon 
being admitted to a hospital, a child enters a world completely 
different from his home environment. The large buildings, the long 
corridors, the sight of unfamiliar machinery, white-clad doctors and 
nurses, the presence of so many other sick people, all are strange, 
puzzling and terrifying to the child. The rules and regulations of 
hospit~l routine tend to place severe limitations on the child's 
freedom of choice and activity. He has to give up personal control 
over some of his established habits and submit to the authority of 
the doctors and nurses. Unfamiliar surroundings, unaccustomed rou-
tines, strange faces, the restrictions imposed b.y the hospital 
1 B. I. Beverely, "Effect of Illness on Emotional Develop-
ment," Journal of Pediatrics, vol. 8 (August, 1936), p. 543. 
l 
setting and the fear of the unknown, implicit in medical procedures, 
are some of the problems which the child will encounter and will 
have to overcome in order to adjust to life on a hospital ward. 2 
Children's reactions to hospitalization and illness are in-
fluenced by and related to a number of factors: 
• • • the age of the child and the state of his personality 
development at the time of his illness and hospitalization; 
his past w~ys of dealing with new and difficult situations, 
the immediate emotional surroundings of his illness; the 
nature of his illness·, its severity and duration, the types 
of symptoms; the degree of discomfort involved in diagnos-
tic procedures; the nature of the required medical and 
surgical procedures including the type of anesthesia and 
its administration; the meaning of illness in general to 
the child, his pre-existing feeli~gs regarding health and 
disease, his specific fears and fantasies; the attitudes 
of his fami~y toward illness in general and the particular 
illness; the child's relationships with ppysicians, nurses 
and other hospital personnel, their attitudes and feelings 
about children; the nature of the h9spital setting, its 
policies and practices; the ability of parents to vis it; 
the t~pe of3preparation the child has had for the specific exper~ence. 
In recent years the field of social group work has pushed 
forward along several new frontiers. One of them has been an in-
creasing concern with work with groups of children in a medical 
setting. Social group work is one of the methods which can help 
a child adjust to his illness, hospitalization and separation from 
home by its use of group relationships, interactions and pleasurable 
activities. 
2Minna Field, Patients Are People, p. 56. 
3William S. 'Langford, "The Child in the Pediatric Hospital: 
Adaptation to lllness and Hospitalization,n American Journal o£ 
Orthopsych~atry, vol. 31 (October, 1961), p. 659. 
2 
.J 
The Children's Project at Boston C~ty Hosp~tal ~ somewhat 
un~que ~n that ~t provides school age children with meaningful group 
exper~ences led by tra~ned social group workers, who try to help 
prevent excessive regression, unnecessary psychological suffering, 
and the development of emotional d~turbances due to the illness, 
4 hospital~zation and separat~on. 
This study ~s an attempt to identify and descr~be the reac-
t~ons of children to hospitalizat~on and ~llness as it is seen in 
a girls' .ward of the Children's Project at Boston C~ty Hospital. 
The questions to be asked in this study are as follows: 
(1) What are.the social character~st~cs of the children 
studied? 
(2) What are the children's react~ons toward separation 
from home?· 
(3) What are the children's reactions toward hosp~tal 
routine and· med~cal procedures?' 
(4) What significant meanings does illness have to children? 
Before describing the method of select~on of the sample and 
the methods of ,.data colihection, it is important to examine some of 
the terms used in th~s study. The crucial terms to be explained are 
' 
"reactions," 11 hosp~talization" and "illness.rr A child's re~ctions 
may take many forms. For example, one child may cry ,when she is 
4Marian Chuan, "Final Report to Children's Mission to Child-
ren:: A Summary of -children's Group Work Project at Boston C~ty 
Hospital, 1958-1961," September, 1961, p. 5. 
3 
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first admitted to the hospital ward because she is frightened. This 
same child may resent the nurse giving her a shot and deliberately 
hit her hand. Evidences of how a child reacts emotionally to her 
illness are crying, hostility, resistance and passivity, etc. The 
term "hospitalization" includes the hospital environment (the long, 
dark corrid0rs, the white-clad doctors and nurses), hospital rou-
tines (using a bedpan instead of a toilet, taking an afternoon nap), 
and medical procedures (having a shot, being taken off the ward on 
the cart for a x-ray). 
"Illness" has two aspects to which the child may re·act. The 
physical complications caused by the illness, such as pain and swell-
ing, greatly influence the child's reactions to it. The child's 
ignorance regarding the facts of her pathology and physio+~~y also 
contribute to her fantasies about why she is sick and what terrible 
experiences she will have in the hospital. For example, a seven 
year ~ld girl with a kidney infection may think that she is being 
punished by her mother for wetting her bed when she is sent to th~ 
hospital. Furthermore, she may interpret the removal of one of her 
kidneys as a permanent punishment for being unable to control her 
bedwetting. 
Sample Selection 
The sample included sixteen children, ranging in age from , 
nine years to thirteen. All of them were members of the Children's 
Project social work groups on the girls' medical ward of Boston 
City ·Hospital during the period from November 30, 1961 to 
January 30, 1962. The method of selecting the sample was the same 
one which the writer employed in selecting individual group members 
during the course of her field work practice. The social work 
group was composed of children above the age of six with considera-
tion of their physical, social and emotional readiness for group 
experience and their expected length of stay.5 They were specially 
selected because of a severe pathological family constellation, a 
particular emotional need, a learning or behavior problem, or diffi-
culty in adjusting to the hospital. The group membership fluctuated 
from two to five members. The social group worker was required to 
have a diagnostic understanding of the child before she came to the 
group. To gain this understanding, the worker had an intake inter-
view with each child, and gathered information from the family, 
medical records, doctors and nurses and from the worker's own ob-
servation of each child's behavior on the ward. 
Methods of Data Collection 
This study is based on the worker's records of intake inter-
views and group meetings. Other sources of data are the worker's 
individual contacts with the members ou~side of group meetings --
for example during visiting hours -- and supplementary information 
obtained from the child's parents, from medical records and from the 
doctors and nurses. Information available in the medical records 
included: a detailed medical history of the child's illness, a 
brief summary of family background material and the doctor's impres-
1Ibid., P• 12. 
sion of the child medically and socially. Intake interviews include 
asking each child questions about why she was in the hospital, how 
long she had had the illness, what her illness meant to her; how 
many hospitalizations she had had and how she felt about being in 
a hospital. Other areas included in intake int·erviews were the 
children's feelings and attitudes about school, their family and 
friends. The group meeting records were "process recordings" of 
the meetings themselves, describing how each child used the activity 
to express her feelings, how they communicated with each other, how 
they felt about the hospital routine and medical procedures and how 
they behaved in general. .In both the intake interview and group 
meeting records the worker evaluated the individual child's physical, 
mental, and social capacities, the degree of her stress and the ways 
in which she attempted to handle her feelings. 
Limitations 
Limitations in the study are found in the laCk of complete-
ness and accuracy of the medical records, as well as in the subjec-
tivity of the process recordings. Much of the .information is based 
on the worker's observations and interpretations of the children's 
behavior and attitudes. 
Time is an important limitation. Most of the children are 
f1 hospitalized for a short period of time. Since the group worker was 
only present on the ward three days out of the week, she was unable 
to observe the children's initial reactions to the hospital and 
medical procedures, when they were admitted over the week-end or 
l 
II 
during the first two days of the week. Furthermore, the w~iter does 
not have any know1edge regarding how much preparation for medical 
procedures each child was given by parents or the doctors. 
The child's past experiences and pattern of adjustment are 
brought with her to the group and the child's emotional response to 
a crisis situation is influenced by her past experience, about which 
the worker frequently has little information. Many children have 
deep-seated psychological problems and their pathology may be so 
severe that it is impossible for the worker to handle some of the 
child's fears in one or two group meetings. A family crisis may have 
precipitated the onset of the .child's illness, but it is difficult 
for the worker to obtain facts regarding the precise nature of the 
crisis. These outside factors may increase the child's anxiety while 
she is in the hospital, and they handicap the worker's ability to 
assess the degree of influence they have on the child's emotional 
response to hospitalization and illness. 
The sample itself cannot be considered to be representative 
of the total number of patients served by the social work group 
between September 30, 1961 and January 30, 1962, because prior to 
November 30, there had not been any Negro girls admitted to the 
ward between the ages of nine and thirteen. The sample contains 
ten Negro girls and six white girls. 
The Agency Setting 
For over fort.Y years Boston City Hospital has been a medical 
training center for Boston University, Harvard and Tufts Medical 
s·chools. B=oston City Hospital is one of the largest and old'est 
general hospitals in the country. In 1854, the administration 
building was built and now the hospital grounds include twent~three 
buildings, located in the South End of Bbston. 
During the past three years, the average yearly p~pulation 
totaled 33,000 in-patients, of which 4,000 were children. 6 The 
children come from communities surrounding the hospital. Many live 
in deteriorated neighborhoods where there are poor housing, over-
crowded living conditions and inadequate sanitary facilities. The 
population is extremely heterogeneous and there is a high rate of 
sscial mobility. Most of the children come from a low socio-econo-
mic background. A large percentage of the children come from dis-
organized homes which are characterized by a high incidence of . 
marital instability, illegitimacy and recurrent economic problems. 
In September, 1959, the Children's Project was established 
at Boston City Hospital as a three year demonstration, supported by 
the Children's Mission to Children, under the guidance of the De-
partments of Child Psychia~ry and Pediatrics of Boston University 
Schools of Medicine and sohial Work. Children's Mission to Children, 
~ 
a private charitable organ~zation, provided the funds for the es-
1 
tablishment of a social grbup work program on the wards of the 
Pediatric Service of the Bbston City Hospital.? In July, 19Gl, 
t 
Boston. University.School of Social Work secured a five year grant 
6~., P• 1. 
7~., p. 3. 
.· 
from the National Institute of Mental Health for establishing a 
group work-casework student unit at Boston City Hospital, Pediatric 
Unit, which extended the program to August, 1966. 8 
The objective of the Children's Project at Boston City 
Hospital has been described as foilows: 
• • • This program is designed to protect children from 
the effects of separation, isolation and specific reaction 
to medical and surgical procedures. The method used is 
that of social group work and consists of guided group 
experiences, catharsis through verbalization and play, 
and the opportunity for mastery of traumatic events as 
well as growth oriented experiences. Intervention here 
iS beamed at a par~icularly vulnerable population, groups 
of children in the hospital •. It is directed at lowering 
the hazards ~ncountered in the hospital by provision of a 
direct service to groups of children and by influencing 
ward management and procedures in order to strengthen the 
children's adaptive and growth potential.9 
The Project provides three different types of daily services 
from infancy to early adolescence in four of the eight pediatric 
wards; they are social group work service, nursery school and play 
programs. There are eight wards in the Pediatric Building; four 
of these are Medical and f'our are Surgical. Two of each group are 
for children from two to thirteen. 
The Project Director and the graduate group work students 
are responsible for doing social group work with special selected 
groups. They meet with these groups in the playroom during their 
scheduled meeting time. In addition,a nursery school and play 
8Ibid., P• 8. 
9Lydia Rapport, "The Concept of' Prevention in Social Work," 
Social Work, vol. 6 (January, 1961), p. 4. 
9 
program provides activities for the rest of the children on the 
ward. A daily nursery school program is provided by student teach-
ers from Wheelock College who receive academic credit for this. In 
addition to them, a small selected group of volunteers from Harvard 
University and other nearby colleges provide play activities for 
the children on the ward throughout the week. 
10 
CHAPTER II 
SOCIAL GROUP WORK WITH .CHILDREN IN A MEDICAL SETTING 
Social group work with children in a hospital setting is a 
relatively new development in the field of social work. It is the 
general rule in most hospitals that the pediatric inpatient service 
providesdiagnostic and treatment services for children with acute 
illnesses that require medical or surgical care. The narrow concept 
of the hospital's responsibility for only physical care is fortunate-
ly being modified ana the modern pediatric service today recognizes 
that "Tender, Loving Care" is an essential medication for patients. 
To make the best use of medical treatment, the child must feel 
relatively secure in the hospital environment and comfortable with 
tbe people who care for him. 
Each child enters the hospital community as a stranger, in 
a state of physical and emotional stress. Concern for the total 
well-being of hospitalized children necessitates planning for an 
environment which is conducive to healthy growth and development. 
Many large general hospitals have recreational and educational 
therapy or nursery school programs designed to provide play outlets 
for the children. As a part of the total medical treatment program, 
the establishment of the social group work service indicates recog-
nition of the socio-emotional aspects of hospitalization and concern 
11 
for the total well-being of the child.1 
.. 
During his first hours on the ward, the child comes into 
contact with many adults, each performing a specific function in 
relation to his medical care. The hospital confronts the child with 
beds which are very high, food served in unfamiliar ways, strange 
apparatus and equipment, a bewildering number of people in uniforms, 
who at times seem to have an impersonal and disinterested attitude 
in his welfare. In this setting relationships constantly shift and 
change. Hospitalization temporarily isolates the child from the 
outside world. ·The children need supportive relationships in order 
to be able to tolerate anxiety-producing and painful experiences. 
It is in the group worker that children find someone whose primary 
function is to help relieve the anxiety and tension involved in 
being ill and in a hospital. The social group worker seeks to under-
stand the child's needs and to help him with his prob~ems through 
group experiences. The group is utilized by the worker to help 
children accept hospitalization better and to work through feelings 
f . t 2 o anxJ.e y. 
Allbee states the value of group experience for the hospi-
talized child in the following terms: 
The chief values group work can offer hospitalized 
children are reassurance and the opportunity to discharge 
tension in an atmosphere that is permissive and non-
1
carol Young, "Social Group Work with Children in a General 
Hospital," Group Work Papers: 1957, P• 52. 
2 Ibid., P• 53. 
12 
threatening. Reassurances that these children can give each 
other are far beyond those that can be given by an adult, 
whose help; no matter how well meaning, often appears as· a 
new threat. As good as a relationship can be between child-
ren and adults, significant a~d· understanding communication 
from one child to another carries greater weight.3 
In his article, 11 Group Work in a M"edical S"etting," H'wman 
Weiner stresses the f~ct that a group worker in a medical setting 
is required to take a more active role because children under physi-
cal and emotional pressures tend to regress and become more anxious·. 
The initial contact with the child assumes new importance in a 
setting where the helping relationship must he established immedi-
ately if it is to have any meaning. 4 The child may need ans·wers to 
questions which will reduce the frightening quality of the unknown. 
The group worker's response to the child's needs at this moment may 
determine, to a large extent, the help which she can provide during 
his hospitalization. The s2ck child's normal resistances to getting 
more involved with others are intensified. The group worker is calle 
upon to give of herself consistently; to give to the dependent child 
who almost whines for the worker and to the aggressive child whose 
greeting is filled with hostility. 5 Through the worker's warm sup-
portive relationship with the children, she can help them express 
their feelings about the experiences of illness and hospitalization. 
3constance I. Allbee, "Group Work with Hospitalized Child-
ren," Children, vol. 6 (November-D·ecember, 1955), p. 221.. 
4Hyman Weiner, "Group Vfork in a Medical Setting," The Group, 
vol. 17 (April, 1955), P• 5. 
5Ibid. 
13 
Social group workers generally anticipate working with indi-
viduals in groups which have some continuity over a period of time. 
In her article, Carol Young points out that in a hospital, relation-
ships with children are of short duration, but of greater intensity 
because the worker shares the ~otal life experiences of the indivi-
dual while he is hospitalized. 6 Thus, group life takes on a rela-
tively high level of tension. Young and Weiner mention the impor-
tance of the worker's keen sense of timing, as it applies to when 
and how the children are ready to relate to each other. 7 Moreover, 
the worker must be sensitive to changes in relationships which are 
greatly influenced by new admissions and discharges, by changes in 
physical conditions, room moves, special tests and treatment. 
. The group worker must be consciously aware of her function 
in order to bring specific help to children in a medical setting. 
In her article, "Social Group Work in Hospitals," Louise Fz:ey claims 
that the group worker needs more knowledge about human development 
and behavior, group dynamics and small group theory. She. must under-
stand ttthe effects of illness, hospital procedures and institutional 
social processes upon the patient."8 The group worker must modify 
her· use of techniques and skills in order to meet the requirements 
of a hospital setting. Intake for the group is a logical-function 
for the worker, but the readiness of a child for group participation 
6 Young, ~· cit., p. 52. 
7weiner, 2E• cit., P• 5. 
8Louise A. Frey, "Social Group Work in Hospitals, 11 P• 5. 
14 
is difficult to assess. 
The worker needs to be particularly astute in the selection 
and timing of appropriate programs. In this type of setting, the 
worker must have skill in leading effective group discussions; group 
discussion is a means of relieving anxiety, and it gives the group 
worker an opportunity to clarify aspects of individual members' 
feelings and fears about their illness. The children need to be 
helped to express their concerns in constructive ways, which are 
not detrimental to the child or the other members. Some children 
work out their feelings with play materials and others act them out 
by being angry and hostile toward the staff. 
Parents play an important role in the child's adjustment to 
the hospital. The group worker has an opportunity to work with 
parents, as well as children, during visiting hours. Observation 
of the parent-child relationship provides the worker with add·itional 
information about the child's functioning. 
Frey and Young emphasize that in a hospital the primary fo-
·cus is on the provision of medical care, rather than group work ser-
vice.9 The group worker contributes to both the diagnostic and 
total therapeutic experiences of the hospitalized child. However, 
she is a member of a team; she is only one of many people who can 
affect the child 1s adjustment. The doctor is the final authority 
and his decisions on patient care take precedence over all other 
factors. In order to be effective, the worker's service must be 
9Young, ££• cit., P• 57. 
15 
integrated with all other services through good working relation-
ships with other staff members. She shares with other discip.lines 
responsibility for the care of the patients and offers her know-
10 ledge an~ skill as ~ group worker to the total program. The 
worker must have a clear understanding of her role and the roles of 
other-members of the team. 
10 Frey, 2E' ~., p. 10. 
' 
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CHAPTER III 
SOCIAL CHARACTERISTICS 
Age, Race and Religion 
Table 1 identifies the social characteristics of the sixteen 
cases studied. The ages of the group members included in the sample 
range from nine years to thirteen years; the mean age for the group 
members is 10~5· Over half of the group members were Negro. Prior 
to November 30, 1961, there had been no Negro group members. On 
one occasion the writer deliberately selected five Negro girls for 
the group because she wanted to observe the amo~nt of group cohesion 
which might occur based on the c.ommon racial composition of the 
group. Less than half of the cases were members of the Catholic 
religion. 
School Grade 
On the basis of the age-grade scale used by Boston Public 
Schools, two cases (A and M) were academically advanced for their 
ages. Seven cases (B, D, G, H, J, N and O) had made normal progress 
in their school achievement, and seven cases (C, E, F, I, K, L and 
P) were behind their school grade according to their respective age~ 
C and F had repeated two grades. C repeated the first and 
third grades. After C 's grandmother died, she moved several times, 
and she was also· sick for long periods of time. Shortly after she 
17 
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started first grade, F was moved to two new homes. 
K and L were in special classes. Because of .her general 
slowness in learning, K was placed in a special graded class. L was 
transferred to a parochial school, and the nuns placed her in a 
special class because they felt she had not been adequately prepared 
to do regular fifth grade work. 
Parents' Marital Status 
While over half of the children's parents were married at 
the time of this study, only six children (E, G, J, K, M and N) out 
of the sixteen included in the sample presently had their natural 
parents, who were legally married and living together with their own 
children. In four cases (B, F, H and L) the parents were separated. 
B's parents were separated because her father was at Deer Island for 
non-support. F's mother was divorced from her first husband and 
separated from her second. In two cases (D and P) the p~rents were 
divorced. (In addition, A's mother had been divorced from her first 
husband and remarried.) Two of the children had lost a parent. O's 
father had died of a heart attack when she was two and her mother 
had remarried. I's parents were killed by her mother's lover and 
she lived with her grandparents. Two of the group members (C and D) 
were illegitimate children. However, their mothers later married. 
Source of Income 
In only six of the sixteen case.s, the father supported the 
family; in five families, Aid to Dependent Children was the source 
of income. In two cases (A and 0) the step-fathers supported the 
,,, 
19 
families. In two cases (C and H) the mothers worked and supported 
the families. I received insurance money from her parents' death; 
her grandfather also worked and supported the family. When B's 
father was out of prison and not drinking, he contributed to fue 
family's expenses. C's step-father was in the army and he sent 
money home to his wife. 
Family Composition and Members Living at Home 
The mean number of siblings was 4.3 children per family. In 
two families (E and M's)'there were ten children. Approximately one 
third of the cases (A, D, F, I, and O) had either step- or half-
siblings. D's mother had had five illegitimate children. Over half 
of the families had six or more members living at home. In two 
families, there were twelve members living at home. B's father was 
in prison and her fifteen and seventeen year old sisters were married 
and living away from home. L and her six year old sister lived at 
the Nazareth Home; her two brothers lived at the Nickerson Home. 
L's mother lived with her grandmother. 
Residence and TyPe of Housing 
Of the sixteen cases studied, nine of the families lived in 
Roxbury, two lived in Jamica Plain, two in Dorchester, two in South 
Boston and one in Allston. Three of the families lived in housing 
projects. In fifteen cases, the families rented their apartments. 
Only one family owned their own home. 
According to the Boston Housing Authority, a dwelling is 
considered adequate in size if no more than two children of the same 
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sex are sharing the same bedroom. All families living in Housing 
Authority dwellings were assumed to be adequately housed, unless 
there was definite information to the contrary. Out of sixteen 
cases, A was the only one who shared a bedroom with more than two 
siblings. In six cases the girls shared their beds with sisters. 
In three cases the information was not clear. Presently though, 
severe crowding did not seem to be a problem for fifteen of the 
families studied. 
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CHAPTER IV 
MEDICAL INFORMATION 
Diagnosis 
Table 2 presents the pertinent medical information for the 
sixteen cases included in the sample. There is a wide variety of 
medical diagnoses. Five cases (F, K, L, M and P) had urinary tract 
infections. There were six cases (A, B, D, G, I and 0) with uncer-
tain diagnose~. Two cases (H and J) had skin infections with other 
complications. The remaining three cases (C, E and N) had different 
diagnoses. 
In reference to the six cases with uncertain diagnoses, A's 
symptoms, at the time of her admission to the hospital, indicated 
that she might have rheumatic fever. When A continued to complain 
about pain in her leg and hand joints, the diagnosis was changed to 
polyarthritis. B had a small protrusion over her left eye and she 
complained about headaches and dizzy spells. There was a great deal 
of controversy over her condition in the Eye, Nose and Throat Clinic~ 
the Neurosurgery and Nennology Departments. D complained of pain in 
her hip but the doctor from the orthopedic clinic could not find any-
thing wrong with her hip. 
G had had "twitching attacks~' of her left hand and mouth for 
four months prior to her hospitalization. It was known that she had 
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Case 
A 
B 
c 
D 
E 
F 
(F. 
H 
Diagnosis 
?rheumatic fever 
polyarthritis 
?anterior meningocele 
of hemangionia 
tonsilitis 
failure to thrive 
undiagnosed hip 
condition 
pneumonia 
GU infection 
(enuresis) 
?convulsive disorder 
erythema milleforme 
TABLE 2 
MEDICAL PROCEDURES 
Treatment 
Procedures 
Used 
bed-rest 
EKG 
/ 
/ 
chest and joint x-rays'· 
skull x-rays 
eye exams 
chest x-rays 
special diet 
bedrest 
special diet 
hip and spine x-rays> 
chest x-rays 
pleural tap 
urine specimens 
IVP 
EEG 
skull x-rays 
drug 
lumbar puncture 
urine specimens 
ureteral catheterization 
Length of 
Hbspitali-
zat:lon 
16 days 
5 weeks 
14 days 
20 days 
8 days 
12 days 
9 days 
3 days 
Number of 
Previous Reason 
Hospitalizations 
0 
0 
0 
0 
1 polio left leg 
G 
0 
1 GU infection 
(\) 
\N 
Case 
I 
J 
K 
L 
M 
N 
0 
p 
Diagnosis 
obesity 
?narcolepsy 
eczema 
lymphadenopathy 
GU infection 
TABLE 2 (cont.) 
Treatment 
Procedures 
Used 
basal metabolism 
pulmonary function tests 
EKG 
EBG 
special diet 
drugs 
special diet 
daily baths 
dressing changes 
skin ointment 
allergy tests 
IVP 
urine specimens 
chronic pyelonephritis cystoceopy 
ureteral catheterization 
pyelonephritis IVP 
urine specimens· 
afebrile seizure EEG 
skull x-rays 
?vomiting chest x-rays 
GU infection urine specimens 
Length of 
Hospitali-
zation 
7 weeks 
11 days 
10 days 
17 days 
6 days 
2 days 
3 days 
4 days 
Number of 
Previous 
Hospitalization 
Reason 
1 
0 
0 
1 
3 
0 
1 
1 
obesity 
GU infection 
pneumonia 
GU infections 
appendicitis 
hepatitis 
1\) 
-I="" 
some type of convulsive disorder but her specific symptoms were rare. 
There was a slight possibility that I's constant sleeping might have 
been connected with her weight problem. 0 was admitted to the hospi-
tal because she had been vomiting after meals periodically for two 
months; however, the neurological revealed no organic basis for her 
vomiting. 
Treatment Procedures Used 
Upon admission to the hospital, there were certain standard 
medical procedures given to every child. They were the complete 
blood count (CBC), nose and throat cultures, old tuberculin (OT) and 
., 
urinalysis. A lab technician usually administered the CBC and OT. 
In most cases, she used a syringe, a large needle, and drew the 
blood out of a central vein in the child's arm. In older children, 
she sometimes just pricked their fingers and drew blood in this way. 
If the child's central vein was difficult to locate, it was neces-
sary to take another sample, which could be quite painful to the 
patient involved. The OT test resembled a vaccination; the lab tech-
nician took a small diamond-shaped needle and pricked the surface of 
the skin. The nose and throat cul-tures were usually done by the phy-
sician on the ward who admitted the child. He merely took a swab, 
a piece of cotton on a stick, and obtained mucous from the child's 
nose and saliva from her mouth. 
Generally children with urinary tract infections had similar 
tests. One standard test was a colony count. Children with urinary 
tract infections were required to have daily "clean catches," which 
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1-
II 
I 
I 
·I consisted of obtaining "cleanly voided" urine specimens •1 In these 
I 
II 
I 
,, 
11 
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patients the consumption of liquids was an important part of their 
treatment. Another standard test was an intra-venous pyelogram 
(IVP). An IVP was given by injecting a needle filled with a dye, 
which has an affinity for the kidneys, into the child's arm,and then 
later using the x-ray machine to trace the outline of the dye in the 
kidneys. When a child was asked to describe her IVP test, she usual-
ly said that she had "a needle and a picture taken of my kidneys." 
In more chronic urinary tract infections, a cystoceopy and 
a ureteral catheterization are frequently performed. An anesthesia 
is given in a cystoceopy and an instrument, which resembles a tele-
scope, is placed in the urethra. The same process is followed for 
a ureteral catheterization, only a long tube is used instead of an 
instrument. Although the test is not painful, the children wonder 
later what the doctor had done to the lower part of their body. 
A painful test is a lumbar puncture, or LP. Thd.s consists •j 
of giving the patient two shots in the back. The first shot is the 
anesthetic and usually it is the more painful of the two. This test, 
and an electroencephalogram (EEG), are common tests for any kind of 
convulsive disorder. An EEG is painless but an interesting prqce-
dure to observe. Young children enjoy describing all the machinery 
used to take their pictures. They often have many questions about 
why jelly is placed in their hair and why wires are put on their 
head. 
111 clean catches" and "cleanly voided" are medical terms. 
Another interesting procedure to observe is an electro-
cardiagram. Straps are placed around the wrists and ankles. Wires 
are connected to the straps, and the wires are attached to a little 
' bpx, which records the electric activity of the heart. 
Table 2 shows that eight of the sixteen patients had some 
kind of x-rays. Four cases (C, D, I and J) were on special diets; 
four cases (F, H, M and P) had urine specimens t~en. Three cases 
(F, L and M) had IVP's. Two cases (A and D) were on bedrest; two 
cases (H and L) were catheterized; and two cases (G and I) were 
required to take special drugs. G took dilantin to control her 
twitching attacks and I took dexedrine to help reduce her appetite 
and somnolence. 
Case A. After A's diagnosis of rheumatic fever was eliminated, she 
was kept on bedrest for three days because she had been suffering 
from joint pain in the left knee and right fingers. A doctor from 
the arthritis clinic was consulted in order to determine the sever-
ity of her condition. 
Case B~. When B was eight years old, she fell off her bike and was 
knocked unconscious. B came to the hospital because she had severe 
headaches and dizziness aftter she bent over or did any strenuous 
exercise. Her frequent headaches prevented her from concentrating 
on her school work. The skull x-rays and eye exams revealed nothing; 
the~e was much indecision over her diagnosis and the treatment of it. 
Finally she was transferred to the medical building because .it wa~ 
felt an operation might be needed. Her family strictly followed the 
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doctrines of the Jehovah Witnesses. The surgeon finally cancelled 
her operation because he could not perform it without B1 s mother 
giving permission for a blood transfusion\· which was against her 
religious teachings. 
Case C. Because of her small size, emaciated and malnourished ap-
pearance, C was placed on a high calorie and high protein diet. She 
was encouraged to eat ice cream and drink eggnogs between meals. X-
rays were taken because one of the interns suspected"that C might 
have a skeletal deformity. Since C had a medical history of recur-
ring tonsillitis, the doctors thought that it might be advisable to 
observe her throat infection. 
Case D. During the period covered by this study, D was admitted an~ 
readmitted because she complained of pain in her hip when she walked. 
D stayed hom~ 1n bed and she ~issed a considerable amount of school 
because of the pain in her hip. D's pediatrician argued with her 
mother over the fact that he felt that D was making up stories about 
her pain. Tpe main medical procedures D had were x-rays and the 
orthopedic consult. For the first three days after each admission, 
D was placed on bedrest. 
Case E. E was admitted to the hospital because she had pneumonia. 
E had been going to the Out-Patient Clinic by herself in the cold 
weather for medication. The pediatrician felt that E would recover 
faster if she were_hospitalized and kept under observation. E was 
administered the routine tests for pneumoni~ cases. 
' Case F. F had a slight GU infection and her mother's social worke~ 
r 
28 
had her admitted mainly because she w~~ enuretic. F was given the 
standard tests for GU infection and kept under observation. Her 
pediatrician refer!ed her case to Child Guidance Clinic but the 
staff did not feel her enuresis wa~ an outstanding problem, in view 
of the fact that enuresis was a common problem among children on the. 
ward. 
Case G. G was given the standard tests for convulsive disorders. 
Prior to her adinission, G had been having as many as eight "twitching 
attacks" a day. The J>roblem was to regulate the medication, dilantin, 
in order to alleviate her attacks. 
Case ~. I came to the hospital. because her nun at school recommended 
to her grandmother that she be admitted for observation of her obe-
sity. Her nun was quite concerned about I because she was continu-
ously teased by other children in her class about her obesity. In 
the beginning of her hospitalization, her pediatrician speculated 
that I might have Pickwickian Syndrome. His treatment plan included 
giving her a basal metabolism and pulmonary function tests. In the 
meantime, I's case was referred to Child Guidance Clinic. She was 
placed on a 1500 calorie diet. She was placed on a drug called 
provera until it was discovered that she had been menstruating con-
tinuously for three weeks and then she was transferred to dexedrine. 
'Aside from reducing her appetita, the pediatrician felt that the drug 
might give her more energy. Child Guidance Clinic did not carry the 
case because they felt that she was suffering from too great a grief 
reaction due to the tragic loss of her parents. 
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Case J. J was admi~~~d to the hospital because the school nurse had 
discovered during a physical exam at school how severe her eczema 
was. J had open sores on the calves of her legs and great amounts 
of pus were running out the sores. J was allergic to chocolate and 
citric acids and she was placed on a restricted diet. Special pre-
cautions were taken in order to facilitate the drying up of her 
sores. J was:seen by a specialist from the skin clinic and he pre-
scribed monthly appointments at the clinic. 
Case L. L had chronic pyelonephritis and a urology conference was 
called on her case. She had a recurrent GU infection and she had 
had a previous hospitalization for this illness. For over a year, 
she had been followed in out-patient clinic. She developed a high 
fever the day before her admission to the hospital and a colony 
count was taken at the clinic, which detected a great amount of in-
fection. 
Case N. N was brought into the hospital at five o'clock in the 
morning because she had had a convulsion. It was a frightening 
event for her and her family, since she had never had a convulsion 
before. Except for a lumbar puncture, she was administered the 
standard tests for convulsive disorders. 
Case 0. 0 was hospitalized because she had been vomiting and having 
stomach aches after meals for a period of two months. She did not 
remain in the hospital to complete her scheduled tests because the 
neurologist could find no organic basis for her vomiting. He felt 
that her symptoms were psychosomatic and that she could not be 
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treated for them on the Girls' Medical Ward. 
Cases H, K, L and P had urinary tract infections and they 
were administered the standard tests for this type of disorder. 
The~e was nothing unusual about the events leading up to their ad-
missions. 
Length of Hospitalization 
and Number of Previous Hospitalizations 
Eleven patients, approximately two-thirds of the cases, were 
hospitalized for two weeks or less. Three cases (A, D and L) were 
hospitalized between two and three weeks. D and L were dis charged 
and readmitted for additional tests during the period covered by 
this study. Two cases (B and I) were hospitalized for over a month. 
B was kept on the Girls' Medical Ward for two weeks and then 
she was transferred to the Medical Building because the neurosurgeon 
thought he might have to perform an operation. B remained there for 
three weeks. 
I's period of hospitalization was six weeks. It was intended 
that she be kept for only a month, in order to complete her required 
tests and regulate her weight. However, she menstruated continuously 
for three weeks and so she had to be transferred to a new drug. 
Of the sixteen cases included in the sample, seven cases (E, 
H, I, L, M, 0 and P) had records of previous hospitalization. Three 
of these' (H, L and M) presently had recurrent GU infections. 
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CHAPTER V 
REACTION TO SEPARATION FROM HOME 
Children's separation from home is considered a stress sit-
uation. Many children are separated from their parents and home for 
the first time. Most of the children who enter a children's ward 
are lonely for their parents and siblings; they miss the familiar 
environment their friends and activities. 
The sixteen children's reactions to separation from home 
were classified into three response categories: moderately homesick, 
extremely homesick and absence of normal homesickness. Ten out of 
the sixteen cases (A, B, c, E, F, H, J, K, L and M) were moderately 
homesick; three (D, N, and O) were extremely homesick and three 
(G, I and P) did not manifest any of the ordinary signs of homesick-
ness. 
For clarification purposes, the three response categories 
are defined and examples are given. Children between nine and 
eleven years of age were considered to be moderately homesick if 
they expressed any feelings about wanting to go home or missing 
their parents. In general the children between eleven and thirteen 
did not seem to specifically mention missing their parents. They 
were regarded to be moderately homesick if they said that they miss-
ed their friends and activities at home or comp~ained considerably 
about the length of time they had been hospitalized. 
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During the intake interviews, the worker directly asked each 
child, "How do you feel about being in the hospital?" (Expression 
of the children's separation anxieties also occurred spontaneously 
in individual contacts and during group meetings.) A child was 
defined as moderately homesick if she had the following typical 
replies: 
I miss my mother. (0) 
I miss my father. (E) 
I miss my brothers and sisters. (A) 
The doctor told me I couldn't go home today; I really 
want to go home. (H) 
I miss my friends at home and the fun we had. I don't 
like it here because there aren't any older kids to play 
with me. (J)l 
Children were regarded to be extremely homesick if they re-
acted severely with constant cry~ng and apprehensive behavior at the 
end of visiting hours, when their parents were getting ready to 
leave. D, N and 0 are examples of patients who appeared to be ex-
tremely homesick. 
Case D. D, an eleven year old Negro girl, had been hospitalized 
for twenty days with an undiagnosed hip condition. Every morning 
after the doctors made their rounds, she looked very sad, and occa-
sionally tears appeared as soon as the doctors told her she could 
not go home that afternoon. Moreover, she always cried after her 
mother left following visiting hours. 
Case N. N; a nine year old girl, had been hospitalized immediately 
~he case letter is enclosed in parenthesis beside the 
example of the statement the patient made. 
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after her first convulsive ~ttack. Moreover, this was her first 
experience in the hospital. Although she was only hospitalized for 
three days, she always- seemed to be extremely tense and frightened. 
N's mother did not allow her to cry while she was preparing to 
leave. Nevertheless., N' would act very infantile,· clinging to her 
mother's shoulders, begging her not to leave. 
Cas~ 0. ·o, a ten year old girl, had been hospitalized because of 
questionable vomiting. Her previous hospitalization had been for 
an appendectomy at a small private hospital. There was an incident 
when she vomited and had a crying spell when her mother failed to 
show up for visiting hours, even though it had been explained to her 
that there had been a snow storm that evening. During visiting 
hours, the writer always observed 0 sitting on her mother's lap. 
After her mother's departure, 0 would stand in the doorway crying 
until someone tried to distract her attention. 
The response category "absence of normal homesicknessn i&o 
more difficult to define because the three girls were at an age 
where they were able to discipline their emotions adequately if they 
wished. If the child expressed a desire to remain in the hospital 
or denied that she ever got homesick, she was defined as lacking 
'the normal signs of homesickness-. Two of the three cases (G and I) 
stated that they did not want to go home because they had friends 
in the hospital and they likedthe social work group. For instance, 
G, a nine year old Neg.ro girl, said that she was ashamed of having 
her "twitching atfacks" in front of her friends at school, and she 
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wanted to hide them. 
Case I. I, an eleven year old obese Negro girl, preferred the hos-
pital to home because she was not required to do any work; she was 
actually free to do about anything she wanted. Whenever her rela-
tives came to visit, I barely showed signs of recognition, being 
rather indifferent ~bout the·•event. I was hospitalized for six 
weeks and it was difficult for her to· leave the hospital. She told 
her grandmother that she did not want to come homs. 
Case P. ~' an eleven year old with a GU infection, never commented 
directly about her separation from home and her feelings about being 
in the hospital. When the writer asked her how she felt about the 
separation, she shrugged her shoulders and smiled, saying, "I don't 
miss home." P had had one previous hospitalization for hepatitis. 
Throughout her period of hospitalization, P's behavior followed a 
consistent, non-complaining and conforming pattern. 
There did seem to be a slight difference between the reac-
tions of the girls between the ages of eleven and thirteen over 
their separation from home. Both thirteen year old girls (B and J) 
commented on the laCk of general activities for girls their ages 
but they never stated directly that they missed their parents or 
ware homesick. 
The nature of their convulsive disorders might have influ-
aneed G and N's reaction to separation from home. The uncontrol-
' 
lable occurrence of G's _symptoms -- her "twitching attacks" indicate 
that this might be one reason why she felt more secure in the 
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hospital and did not want to go home. The sudden onset of N's con-
vulsion probably influenced her severe reaction to hospitalization. 
Seven of the sixteen girls (E, H, I, L, M, 0 and P) had 
been hospitalized previously but it is difficult £or the writer to 
estimate whether these experiences had any meaningful effects upon 
their reactions to separation from home, since she did not have any 
information about their former experiences in the hospital. 
CHAPTER VI 
REACTION TO MEDICAL PROCEDURES 
A child's emotional reaction to unpleasant and painful medi-
cal procedures is influenced by a number of factors. For children 
who have been hospitalized without adequate preparation or by trick-
ery, the idea of abandonment, rejection and punishment may occur in 
their minds, especially if they know that parental permission is-· 
given for painful treatment or operative procedures. 1 A chila may 
fear injury at the hands of this powerful person, called a doctor, 
if he fails to cooperate with him. 
Real as well as imaginary limits are placed upon children by 
I 
the severity of their disease and the type of medical procedure ad-
ministered. Sick children have to cope with the yhysical discomfort 
of their particular illness as well as the pain which they experi-
ence following an objectionable medical procedure. 
Degree of Reaction 
Table 3 shows the difference in the intensity of the child-
ren's reactions and the major types of reactions to· medical proce-
dures. In arriving at a classification of reactions, such factors 
as the type of medical procedures employed, the degree of discomfort 
lwoodruff, £E• cit., P• 57. 
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Degree of 
Case Reaction 
A moderate 
B' moderate 
a s-evere 
D moderate 
E minimal 
F moderate 
G minimal 
H severe 
TABLE 3 
REACTION TO .MEDICAL PROCEDURES 
Major Typeso 
of Reactions 
complained about being on bedrest and 
having needles 
resisted being transferred and frightened 
about operation 
excitable, irritable and loud, demanded 
s~ecial attention, refused to drink juice, 
hostile towards nurses for forcing her to 
eat 
complained about special diet, bedrest and 
having needles 
complained about needles and tube stuck 
down throat hurting 
loud and noisy at bedtime, afraid of dark 
in ward 
vomited after taking drug, denied lumbar 
puncture was painful 
cried about needles hurting, subdued and 
anxious, nightmares about doctors hurting 
her with needles 
Case 
I 
J 
K 
L 
M 
0 
p 
n·egree of 
Reaction 
moderate 
minimal 
severe 
moderate 
s-evere 
moderate 
moderate 
minimal 
T·ABLE 3 (cont.) 
Major TypeS5 
of Reactions· 
withdrawal into sleep, preoccupied, unre-
sponsive, lethargic and irritable, complain-
ed about dieting and having so many urine 
specimens· 
complained about special diet and being 
bored 
tempertantrums, ex9itable, cried and 
frightened of needles, fought with doctor$ 
and nurses in examining room, fantasies 
apout doctors wanting to hurt her 
dreaded catheterization, complained about 
needles hurting 
cried and whined continuously about being 
kept in croup tent 
frightened and tense, angry at doctors for 
giving her needles 
angry about visiting hour regulations and 
early bed hours, complained about needles 
passive and indifferent to having needle& 
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involved in diagnostic tests and the severity and nature of the 
child's illness were evaluated. In some cases, the child's emotional 
reaction appeared with dramatic vividness. Half of the sixteen 
children had moderate reactions; four had severe and four had mini-
mal. 
Severe Reactions 
A child was considered to have a severe reaction if she 
reacted to medical procedures with such responses as: panic, temper-
tantrums, loud crying, excitability, fighting and hitting. These 
were the children who created the greatest disturbance and fuss·ed 
in group meetings. They were the ones who were belligerent and 
hostile toward doctors and nurses and they frequently expressed their 
feelings and fantasies about doctors and needles in the group meet-
ings. Cases C, H, K and.M had severe reactions to medical proce-
dures. 
Case c. c, an eleven year old Negro girl with a diagnosis of ton-
silitis and failure to thrive, was loud, demanding and infantile 
acting in group meetings. In general, she was hostile towards nurses 
and attendants. There was one attendant who tried to force her to 
drink her juice. When the attendant was out of sight, C would an-
grily yell that the attendant was a "witch" and that she was going 
to get her step-father to beat up on her. She was not going to take 
anyone telling her what to do without putting up a fight. 
Case H~ H, a nine year old girl with a severe rash, started crying 
as soon as she arrived on the ward. Sometimes she would start crying 
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before the doctor had given her a shot. At .othe.r times, she would 
become very tense and subdued when she learned the nurse wanted to 
see her. On two occasions she described nightmares which she had' 
about doctors hurting her with needles. 
Case K. At first K, a twelve year old girl with a GU infection, 
liked the hospital because the people were so nice and she got clean 
sheets every day. However, K reacted severely to her first shot and 
to all the medical procedures administered to her thereafter. She 
yelled at night when she had to go to bed early. She cried and had 
a temper-tantrum every time she had to go to the treatment room. 
Whenever a doctor tried to examine the lower part of her body, she 
would kick and scream. Once she kicked a doctor in the stomach and 
struck a nurse in the thigh during ohe of her examinations. 
Case M. When M, a ten year old girl with a GU infection, was.admitt 
to the hospital, she was the only girl above five years of age on the 
ward. M caught a bad cold while she w~s in the hospital and she had. 
to use a respirator in a croup tent. M acted very infantile about 
her cold. She cried and whined about being kept in a croup tent, and 
she continually complained about her earache. As soon as another 
girl her age was admitted, M stopped her crying and complained less. 
Minimal Reactions 
A minimal reaction defined in a descriptive sense could be 
healthy or unhealthy and more than one interpretation could be made 
about each child's reaction to a specific medical procedure. How-
ever, in this study a minimal reaction is defined in one of two ways. 
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First of all, a child was considered to have a minimal reaction if 
•' 
she had been given medical procedures whach were known to be extreme-
ly painful and she firmly denied that she suffered any pain while 
being administered the procedure. Secondly, a child was regarded 
to have a minimal reaction if she had a relatively mild illness· and 
the preventive measures taken to combat her illness did not require 
her to be given an~ painful medical procedures. Cases E, G, J and P 
had minimal reactions. 
Case E. E, an eleven year old Negro girl with pneumonia, was shy, 
yet cheerful throughout her eight days of hospitalization. The only 
unpleasant medical procedure given her was a pleural tap. In the 
group meeting she agreed that she did not like "needles" and she( com-
plained that she had been uncomfortable when the doctor stuck the 
tube down her throat for the pleural tap. 
Case G!. G, a nine year old Negro girl with a convulsive disorder, 
vomited several times after she had had her daily medication. She 
firmly denied that her lumbar puncture hurt. (It is considered to 
be an extremely painful test.) Whenever she was given an injection, 
she appeared to be overly controlled and she would smile at the nurse 
following the procedure. 
Case J. J, a thirteen year old Wegro girl with eczema, had special 
daily baths and she was required to apply ointment to different parts 
of her body twice a day. Once she complained about being awakened 
and given a shot; otherwise, she seemed grateful for the medical 
treatment she was receiving and she was cooperative in following the 
nurse's instructions about the application of her ointment. 
Case P. P, an eleven year old girl with a GU infection, was passive 
and indifferent to medical procedures and hospital routine. She 
denied that "needles" hurt and replied that she did not care whether 
they gave her more or not. 
Moderate Reactions 
The definition of a moderate reaction evolves from the defi-
nitions of severe and minimal reactions. A child was considered to 
react moderately to medical procedures if she complained at least 
twice about needles hurting and if she spontaneously expressed some 
negative feelings about a specific medieal procedure, which she was 
required to have. Prior to the anticipated test, the child's beha-
vior was also observed and if she appeared to be more aggressive or 
passive than she normally was, she was regarded as having a: moderate 
reaction. Eight of the children (A, B, D, F, I, L, N·· and 0) had1 
moderate reactions. 
Case A. A, a nine year old Negro girl with polyarthritis, complained 
about being on bedrest for a week. She told the worker about the 
"pictures" she had had taken and she showed her the three "needles" 
marks which she had on her arm. During a discussion of needles in 
a group meeting, A admitted that she did not like needles. 
Case B. B, a thirteen year old Negro girl with a protrusion above 
her eye, complained about all the x-rays she had been given. Prior 
to her transfer to the Medical Ward, she was more withdrawn than usu& 
during the group meeting. ff'stated that she was going to refuse to 
be transferred. She told the worker that she was frightened about 
having an eye operation.-
Case D. D, an eleven year old Negro girl with a hip condition, com-
plained considerably about being on bedrest. She wished that she 
could get up and play with the other children in the playroom. She 
said she could not understand why the doctors gave her so many 
needles in one place. D did not like being on a special diet because 
she enjoyed eating bread and cereal more than eating meat. 
Case F. F, a ten year old Negro girl with a GU infection, said that 
she was tired of going to x-ray so many times and giving the nurses 
urine samples before she went to bed. F was loud and noisy at night 
and it was difficult for the nurses to give her medications when she 
was so active. During an individual interview, she told the worker 
that she was frightened of the dark and that she did not like to go 
to sleep in the hospital. 
Case I. I, an eleven year old Negro girl with obesity, complained 
several times about being on a diet and having to give the nurse so 
many urine specimens. Whenever she learned that she was going to 
have to go for another test, she became irritable and usually re-
treated to her bed for a short nap. Since she was hospitalized for 
observation of her constant sleeping, the worker usually expected 
her to react to a medical procedure by withdrawing into sleep. How-
ever, this was not her continual pattern and it was not learned until 
three weeks after her hospitalization, that she had been menstruating 
for three consecutive weeks and she had suffered from abdominal 
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cramps. The pediatrician felt that her cramps were a legitimate 
reason for wanting to rest more. 
Case L. L, a ten year old girl with chronic pyelonephritis, was per-
mitted to go home for Christmas vacation and then she had to return 
to the hospital for more tests. She complained about having to re-
turn because she was going to have a ureteral catheterization, which 
she dreaded. On several occasions she remarked sarcastically that 
she was "turning into a pincushion" from having so many needles. 
Case N. N, a nine year old girl suffering from her first convulsion, 
was extremely tense' and frightened when she arrived on the ward. 
She had never been hospitalized before and she appeared puzzled over 
the mysterious thing that happened to her body. She spontaneously 
discussed the different medical procedures with the worker and she 
:Qad several questions to ask her about the "brain wave test" (EEG). 
She complained about the different medical procedures throughout her 
two group meetings. She told the group members that she "hated all 
doctors that shot her." Then she proceeded to take a paint brush and 
she used it as a machine gun. The paint cans represented doctors 
standing in a line. Armed with her paint brush, she pretended to 
shoot all the doctors. 
Case 0. 0, a ten year old girl hospitalized because of vomiting, 
had a moderate reaction to medical procedures. She announced to any-
one who came on the ward what procedure she was going to have. Duri 
group meetings she was interested in the different medical proce-
dures, and she continually asked the worker to explain about them. 
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She complained several times about having so many needles but she 
never cried when she was given one. 0 had been hospitalized pre-
viously for an appendectomy. She was in a private hospital and had 
her own room and television. Her mother could come to visit her 
whenever she wished and she could stay up as late as she wanted. 0 
c~mplained bitterly about the hospital routine and regulations. She 
expressed her anger about the short visiting hours and having to go 
to bed so early. She stated that she did not like Boston City Hos-
pital as well as the private hospital that she had been in previously. 
Major Types of Reactions to Specific Medical Procedures 
Needles. In reference to the major types of reactions to specific 
medical procedures, over half of the sixteen cases (A, D, E, G, H, K, 
L, N and O) complained about having "needles." Five of the girls (B, 
C, F, I and J) mentioned at least twice that they did not like 
"needles" but two girls (G and P) denied that the "needles" hurt. 
A lumbar puncture was considered to be a painful medical procedure 
and G denied that her LP was painful. H~r pediatrician expressed 
some concern over her response because realistically it should have 
hurt. Except for her ntwitching attacks," G seemed to exercise an 
unusual degree of self-control over the expression of her emotions. 
In the example of P, she was indifferent to having needles and her 
attitude toward all medical procedures seemed to be a passive one. 
Dieting. Four cases (C, D, I and J) complained about being on a 
special diet. Dieting seemed to present a problem to children when 
food had a great emotional significance to them. For example, I was 
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on a 1500 calorie diet and her irritability might have been related 
to the fact that she was deprived of food. The child psychiatript's 
diagnostic impression was that she compensated for the tragic loss of 
her parents by excessive overeating and sleeping. The laboratory 
tests revealed no endocrine, constitutional or hereditary distur-
bance which might have caused her ouereating and her lethargic and 
unresponsive behavior. 
In the case of c, food probably did have a great emotional 
significance. C's diagnosis had been failure to thrive. As an in-
fant, she seemed to ha~e been deprived of the proper nourishment and 
care. Her pediatrician was extremely concerned about her lack of 
appetite and her small size and her emaciated appearance. She was 
pla~ed on a ~igh calorie~and protein diet. Hospital attendants haa 
to urge her to eat, which inevitably provoked battles between her, 
the attendants and nurses. 
D and J complained about the special diet that their pedia-
tricians had ordered for them. J was allergic to citric acid and 
oily foods. 
Restrictions of Movement. Restrictions of movement, such as being 
on bedrest, were resisted by three cases (A, D, and M). A and D were 
suffering from joint pain in their legs consequently one phase of 
their treatment was restricting their physical activity. Both girls 
disliked being confined to bed because they wanted to play with their 
friends in the playroom. They felt that they were missing out on 
some of the fun. 
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M was confined to her bed for two hours each day so that the 
nurses could supervise her in the use of the respirator, which was 
designed to help her breath better. She cried and whined because the 
croup tent was so humid and she did not like being restricted to bed. 
Operations. Operations are particularly frightening to all children 
because they may fear injury or mutilation at the hands of nurses and 
doctors. B resisted being transferred. She had been seen by several 
doctors and she had been informed about the nature of her illness. 
Two of the doctors promised her that she might not have to have an 
operation. It came out in the group meeting that she did not want 
to be transferred because she ~as afraid of having an operation. B 
was a Jehoval Witness and her religion prohibited her from receiving 
blood transfusions. She realized that she might die if she started 
bleeding during the operation and this was one of the reasons why 
she was anxious about the operation. 
Discussion 
In general, most children react to medical procedures by 
aggressive or passive behavior. The majority of the children includ-
ed in this sample had a moderate reaction to medical procedures and 
they tended to respond in a more aggressive way. Their responses 
varied from tempertantrums and'fighting to crying and complaining. 
The worker's objectives with the group members were to enable them 
to express their hostile and angry feelings either verbally or 
through the constructive use of program. 
In the different illnesses, medical care included having 
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injections, special diets and restrictions. These restrictions and 
procedures precipitated various reactions in the children. Some of 
the children perceived these procedures as being harmful to their 
bodies and they reacted to them with hostility and anger. On the 
other hand, some children were thankful for the medical care which 
they were receiving and they felt more secure in the protected hos-
pital setting, and they liked the attention which the staff gave to 
their immediate needs. 
Since some of the children knew that parental permission was: 
given for hospitalization and medical procedures, they could inter-
pret them as rejection and punishment by their parents. Girls in the 
latency age period should receive special warmth and acceptance from 
their mothers. 2 An ill child benefits by the continuous warmth and 
reassurance of her mother. In K's case, ~he feared injury at the 
powerful hands of the doctor. She reacted to medical procedures by 
fighting and hitting the nurses and doctors. She did not seem to 
understand why her parents had allowed her to be subjected to these 
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painful examinations and tests, and she seemed to feel rejected by ~ 
them. If she had had continuous reassurance by her parents and more 
preparation for the medical procedures, she mig~t have reacted dif-
ferently to the medical procedures. 
Peer relationships are also important to latency age child-
ren. Children can provide other children with support and clarify 
2Frances Upham, A Dynamic Approach to Illness·, P• 65. 
some of their fears about the anticipated procedures. For example, 
M's behavior changed as soon as an older child appeared on the ward. 
She stopped reverting to more infantile ways of acting and seemed to 
derive some comfort from the presence of another group member near 
her age. When she was in the croup tent, she was helpless, but she 
did not seem to resent the tent as much as when she had a companion 
by her bedside. 
The children's emotional reactions to medical procedures 
were influenced by a variety of factors:· the type of medical proce-
dures employed, the degree of discomfort involved in diagnostic 
tests, the severity and nature of the illness, pre-existing fears 
about disease, specific fears and fantasies, relationships with phy-
sicians and nurses and the nature of the hospital setting. 
The worker played an importqnt role in providing the children 
with explanations about the different medical procedures and trying 
to clarify any confusion which the child might have had about speci-
fic diagnostic tests. In addition, she gave some of the children 
the warmth and re:assurance which they needed following the adminis-
tration of an especially frightening medical. procedure. Part of her 
function as a social group worker in a medical setting was to help 
counteract the negative effects of medical procedures on the children 
Although experience with previous hospitalization was fairly 
common in the sample, no general patterns of response could be dis-
cerned, and no correlation between length of hospitalization and 
degree of reaction or effectiveness of adjustment on the ward could 
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be made from the present data. 
CHAPTER VII 
MEANING OF ILLNESS 
The meaning of i1lness to a child is determined by a number 
of factors. Because of a child's physical and emotional dependence 
on his parents, the meaning which his il1ness has for them strongly 
affects the child's interpretation of it. If a child has a disease, 
such as diabetes, where the tendency toward the disease seems to be 
inherited, the parents could have intense feelings of guilt. Trying 
to compensate for their own guilt feelings, they may overindu1ge him. 
In order to maintain his attention-getting status, the child uses 
his illness as a means of getting his parents' love. The illness 
furnishes the child with an escape from assuming responsibilities 
and it creates for him an excuse for reverting to infantile behav-
. 1 J.or. 
The illness itself becomes a threat in realistic terms. The 
severity of the illness, the organ involved, the type of treatment 
and the degree of suffering, all represent realistic threats. 2 The 
i11ness can reawaken fears and fantasies which the child has had in 
1 Carol H. Cooley, Social Aspects of Illness, P• 164. 
2Gaston E. Blom, "The Reactions of Hospitalized Children to 
Illness," Journal of Pediatrics, vol. 22 (Se.ptember, 1958), P• 591. 
the past. Fe may fear his helplessness and inability to exercis~ his 
recently acquired capacities. 3 Most children have fears and fanta-
sies about their illness, in addition to the real threats, which will 
determine to a considerable extent their emotional reactions. 
Fear of illness i~ greatly increased by its association with 
badness and punishment in the minds of children. 4 Partial knowledge 
of his own physiology and anatomy, weird fantasies about the inside 
of his body, fears of death, desertion and mutilation, all are impor-
tant· factors which influence a child's emotional reactions to his 
illness. 
During intake interviews, the worker explored with each indi 
vidual child her feelings and fears about her illness. It was the 
worker's objective to find out how much of an underst~nding the child 
had about her illness and her attitudes toward her condition. In 
order to accomplish this objective, the worker had a set of stand-
ardized questions which she asked each child about why she was in the 
hospital, what her symptoms were, what she thought had caused her 
illness, who had given her information about her illness and what 
her illness meant to her. 
Table 4 describes the accuracy of the child's understanding 
of illness and the individual meanings of illness. Eleven of the six-
teen children (B, c, E, G, I, J, L, M, N, 0 and P) had an accurat'e 
3upham, litp. cit., P• 68. 
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Case 
A 
B 
c 
D 
E 
F 
G 
H 
I 
J 
K 
L 
M 
N 
0 
p 
TABLE 4 
MEANING OF ILLNESS 
Accuracy of tinder-
· standing of Illness 
inaccurate 
accurate 
accurate 
inaccurate 
accurate 
inaccurate 
accurate 
inaccurate 
accurate 
accurate 
inaccurate 
accurate 
accurate 
accurate 
accurate 
accurate 
Individual Meanings 
of Illness· 
confined to house, unable to play out-
side and attend school 
unable to help mother with housework 
worried about missing so much school 
special attention and favors £rom 
mother for being sick 
unable to help mother with housework 
and care of children, hip so painful 
that she could not walk to school 
separation from family 
worries about wetting bed at night 
embarrassed about uncontrollable twit-
shing of hand and lip, avoids friends 
unclear 
enjoys excessive eating and sleeping 
embarrassed about open scabs on legs, 
avoids friends 
unclear 
dislikes taking medicine and visiting 
out-patient clinic on a regular basis 
regrets missing school 
frightened about what happened to her 
body 
unclear 
unclear 
I 
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understanding of their illness; five of them (A,. D, F, H and K) had 
an inaccurate understanding. T.he individual meanings of illness 
were unclear in four cases (H, K, 0 and P). 
A·ccuracy of the Child's Understanding of !rllness 
A child was considered to have an accurate understanding of 
her illness if she was able to state the correct reason why she was 
in the hospital, explain in simple terms her symptoms and relate 
them to her particular illness. Frequently children will misuse 
technical medical terms which they have heard a doctor use in descri~ 
ing their condition to other doctors. In this study, a child could 
have an accurate understanding of her illness even though she used 
an inappropriate medical term to identify her illness. A specific 
example is pres.ented for further clarification. 
During the intake interview, worker asked M, "Why are you :in the· 
hospital? 
M replied, "Because I have a kidney infection." 
Worker asked M what she meant by a kidney infection. 
M said, "I have had pain in my left side and around my 
back for the last two days. I have also had a high fever·. 
The pain continued for a whmle day and £inally my mother got 
worried and took me to the h(!spital." In the meantime, M 
started coughing. 
Worker asked M if the cough had anything to do with her 
kidney infection. 
M replied, "No, it doesn't. This cough and earache I 
have are something I caught while I have been in the hospital." 
Worker asked M, "What does it mean to you tp be sick?" 
M said, "I am missing school and I hadn't missed any 
until this happened." 
Five cases (A, D, F, Hand K) had an inaccurate understanding 
of illness. A child was considered to have an inaccurate understand-
ing of her illness if she could not correctly describe her physical 
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symptoms and relate them in some logical order to her illness and 
reason for hospitalization. The five cases with an inaccurate under-
standing are presented in the following paragraphs in order to illus-
trate clearly and expand upon the preceding definition. 
Case A. A, a nine year old Negro girl with polyarthritis, thought 
that she had rheumatic fever in her hand and leg joints. She describ 
ed her illness in two different stages and she did not seem exactly 
sure why whe was hospitalized. In discussing the development of her 
illness prior to her hospitalization, she said that she had had a 
high fever and a cold. Next, she remembered that she had had pain 
and swelling in her fingers and then later in her knees. She thought 
she had been hospitalized because of the pain in her knees -- she had 
difficulty in walking. Apparently none of the doctors or nurses had 
informed A of the change in her diagnosis. Shortly after she was 
hospitalized, she was told that since she had rheumatic fever she 
would have to stay home in bed for a long time. The diagnosis of 
rheumatic fever in children may be extremely difficult because of 
the vague nature of the presenting complaints. 
Case D'. D, an eleven year old Ifegro girl with an undiagnosed hip 
condition, thought that one of the reasons why she was in the hospi-
tal was because a doctor had told her three months ago to come back 
to the hospital to have her tonsils taken out. Before she came to 
the hospital she had had a sore throat but her hip had also been 
bothering her. She said that she had had a lot of pain in her hip 
and underneath her knee. She also complained of a stiff neck, eye 
twitches and a pulling sensation in the back of her l~gs. D was dis;.. 
charged the day before her birthday and readmitted the following day 
because her hip bothered her so much that she felt she could not walk 
the mile to school. .The pediatrician said that he had tried to con-
vince D •s mother that her illness was "all in her mind" because none· 
of the x-rays revealed anything wrong with her hip or leg. 
Case F. F, a ten year old Negro girl with a GU infection, seemed 
uncertain about why she was in the hospital. She thought that her 
bedwetting was an illness and that might be the reason for her hospi-
talization. She said that her mother's social worker had told her 
mother to take her to the hospital because she thought her bedwetting 
w~s serious. F thought that she might have a kidney infection be-
cause she had overheard a doctor mention it and she remembered having 
had a "'burning feeling" when she went to the bathroom. 
Case H. H, a nine year old girl with erythema multiforme (a skin 
condition with marked eruptions), seemed to have a misconceptio,n 
about the nature of her illness. She explained to the worker that a 
bug had bitten her and that the bug had caused the rash on.the back 
of her neck. In actuality the bug had bitten her on the arm. Even 
though she could not see the rash on her arm, she thought the rash 
had spread from the bite on her arm to her heck. In many cases, the 
cause of this condition is unknown and her pediatrician said that 
there was a slight possibility that her condition could have be,en 
started by an infection from the bite. Furthermore, H complained 
about her eyes being swollen. She indicated that she had had S 1ome 
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pain in her kidneys and she was a~raid that the doctors might finu 
something wrong with her kidneys. (In September of 1961, she was 
hospitalized for a GU infection.) 
Case K. K, a twelve year old Negro girl with a GU infection, defini-
tely seemed to have an inaccurate understanding of her illness. K 
. ·told the worker that she was in the hospital for a kidney infection 
but she was not sure exactly what it was. She thought that she had 
had it since birth. K was anuretic and she probably thought her 
kidney infection was connected with her enuresis. When questioned 
about her physical symptoms, she replied that she had had a lot of 
pain jumping rope at school the day before her admission to the hos-
pital. She wondered if the jumping rope could have caused her kidney 
inf~ction. After the novelty of being in a hospital wore off, K told 
the worker that she did not understand why she was in the hospital 
and why people wanted to hurt her with needles. 
Individual Meanings of Illness 
·Table H. shows a wide variety in the individual meanings' of 
illness. In four cases (H, K, 0 and P) the meanings were unclear~ 
Four cases (A, B, D and M) mentioned that their illness was preventi 
them from attending school. Three cases (F, G and N) were concerned 
about some part of their body not functioning properly; J was embar-
. 
rassed about the physical condition of her legs. 
The· four cases were labeled "unclear" when the children· eithe 
avoided answering the worker's questions about the meaning of illnes~ 
or indirectly answered it by giving several explanations. The 
il 
specific question which the worker asked each child during the intake 
interview was: "What does it mean to be sick?''' 
Case H. H had an intake interview immediately after she was admitted 
on the ward. After the lab technician took blood samples from her 
arm, she started crying. She did not answer the worker's question 
about what her illness meant to her. Instead~ she related to the 
worker a story about her horrible experience in one of the examining 
rooms at the out-patient department. She was left alone in a room 
for a period that seemed about two hours long. (Her mother had to 
wait in the waiting room.) H fell asleep and dreamt that Dr. Kildare 
a doctor in a television serial, was coming after her with a needle. 
This dream frightened her because it seemed so real. 
The individual meaning of H's illness is open for specula-
tion. She seemed to be frightened about being left alone in the 
examining room. Having needles was a realistic threat to her. She 
was frightened of them and her fear seemed to be expressed in crying 
and having fantasies. 
Case K. K never specifically mentioned what her illness meant to 
her. However, she seemed to associate it with pain. She could not 
understand why her parents wanted her to stay in the hospital when 
they knew that people were hurting her with needles. In her mind 
she did not seem to think that she was sick. She verbalized her 
fantasies about the doctors wanting to hurt her. 
All the evidence seems to indicate that K deeply feared pain. 
Since she could not understand why her parents wanted her to stay in 
59 
60 
the hospital, she may have had fears about them deserting her. K 
was considered to be mentally retarded and her incomplete knowledge 
about her own physiology may have increased her fears. If she did 
not think that she was sick, then she had a legitimate reason for 
having feaps and fantasies about the doctors wanting to hurt her. 
Case o. 0 was aware of her symptoms and she knew that she ha~ been 
ho~pitalized because of her vomiting spells. 0 denied that her vomit 
ing had any special meaning to her but she stated that her mother was 
very concerned about her illness. It was interesting to discover in 
1 her medical record that O's mother vomited at will when she was her 
daughter's age. When 0 was six years old, she was sexually abused by 
her seventeen year old cousin, who was babysitting with her. 0 ver-
balized her fantasies to the worker about her cousin being taken to 
court and sent away to a farm for two years to pay for his crime. 
0 1s vomiting spe~ls and fantasies about her cousin may be related to 
her cousin's attempt at seducing her. 
Case P. P described how she had difficulty holding in her urine and 
that she had been hospitalized because of a GU infection. She 
shrugged her shoulders when the worker questioned her about what her 
illness meant to her. She said that her illness did not have any 
particular meaning to her except that it was a "Gl!T infect~on" like 
' her,sister had had. Sometimes a child's condition appears to dupli-
cate family illness patterns and P 1s case could be an example of 
this. However, more information about each member's medical history 
would have to be obtained before this could be substantiated. 
ffi.'our cases (A, B-, D and M) mentioned that their illness was· 
preventing them from attending school. It is interesting to note 
that all four of the girls were in the appropriate grade for their 
respective ages and their concern about missing school seemed to be a 
practical one. However, in two cases (Band D) their concern about 
missing school also had other implications. 
Case B~ F related the cause of her headaches and dizzy spells to a 
fall off her bike when she was eight years old. S'he felt that her 
headaches and dizzy spells were preventing her from helping her mothe 
do the housework. ~he was not able to concentrate on her schoolwork 
and she was missing a considerable amount of school because of the 
frequency and duration of her headaches. B's mother was also con-
cerned about her missing so much school. B 's two older sisters had 
quit school when they were bgrely fifteen and one can speculate that 
B's mother might be afraid that B will lose interest in school even-
tually and stop attending. 
Case D. It was the pediatrician's opinion that D's symptoms were 
psychosomatic and that she could possibly be using her illness as a 
way of getting attention or else as an excuse for not going to school 
D seemed to be very close to her younger siblings and she stated· 
that she enjoyed helping her mother care for them. She could have 
been using her illness as an excuse to stay home and take care of 
them. 
Three cases (F, G and N) were concerned about some part of 
their body not functioning properly, and a fourth (J) was concerned 
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about the condition of her legs. 
Case F. F admitted that her mother sometimes got angry with her for 
wetting her bed at night. She said that she would like to stop but 
she did not know how she would be able to control her wetting at 
night. F felt that the reason why she wet her bed was because she 
was frightened of the dark. In order to go to the bathroom, she had 
to go down two flights of stairs in the dark. F probably wished to 
control her bedwetting so that her mother would no longer get angry 
at her. Secretly she might have feared her mother's rejection~ 
Case G~ G presented the worker with an accurate understanding of her 
illness and symptoms. She was aware of the fact that the doctors did 
not know the cause of her twitching attacks. G said that she became 
embarrassed when she had & twitching attack in front of her friends 
in school. She usually could conceal them by placing her hand in her 
desk and putting a book in front of her face. G's illness was caus-
ing her to become more isolated from her peers. Any deeper emotional 
meaning was not clear. 
Case N. The sudden onset of N's convulsion was a traumatic event for 
her and her family. N said that she had frightened everyone in the 
family, especially her mother. Her mother had told her what had hap-
pened and why she was in the hospital. N described how her mother 
had found her unconscious and she was breathing heavily. Her legs 
were stiff and her eyes were rolled back. N's fears and anxieties 
may have been increased because she knew her parents were also 
frightened and upset. 
Case J. J was embarrassed about the physical condition of her legs. 
She admitted that she had had eczema all her life but she had never 
had it on the back of her legs until August of 1961. J explained 
that the school nurse had sent her to the hospital as soon as she 
discovered, during a physical examination, that her legs were covered 
with raw and pustulous sores. J said that she was embarrassed about 
the unpleasant condition of her legs and she tried to conceal them 
from the view of her friends by wearing long wool socks. J's condi-
tion had been aggravated by her constant scratching. It seemed un-
usual that J would go such a long time without seeking some kind of 
medical help. She did not seem able to face the severity of her 
illness until it was discovered by someone else. ~er illness was 
also isolating her from her peers. 
In three of the cases (C, E, and I), the individual meaning$ 
of illness followed no identifiable pattern. 
Case E. E was hospitalized because she had pneumonia and the doctor 
felt that it was foolish for her to come back and forth to the out-
patient department for her medicine in the cold weather. E said 
that her illness meant that she had to be separated from her family. 
She was one of ten childrep. From all outward manifestations, she 
seemed to come from a very close and affectionate family. 
Case C. When C was asked about what her illness meant to her, she 
bragged about her mother giving her speci~l attention and bringing 
her all kinds of gifts. C's grandmother had died two years ago and 
so she had only been living with her mother for two years. C's 
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mother worked all day and her step-father was away in the service. 
C's mother said that she did not know how!to be a mother and she felt 
guilty sometimes for not spending more time with c, esp~cially when 
C complained about the lack of time she spent with her. C refused 
to eat at times and stated that she disliked most food. 
Case I. On the contrary, I said that she loved to eat and sleep. 
Food seemed to be a substitute for the love that she had lost due to 
the tragic death of her parents. She was aware of the fact that she 
was hospitalized because of her obesity and excessive sleeping pat-
tern. Whenever she enqountered an upsetting event, she seemed to 
revert to her infantile state of eating and sleeping like a baby. 
The child psychiatrist felt that psychotherapy was not feasible with 
her because she was suffering from such extreme loss and deprivation. 
Discussion 
A child's understqnding of her illness can be influenced by 
several factors. As it is seen in this study, a child's inaccurat~ 
' 
understanding of her illness can be related to the staff's failure 
in giving correct information to the child about the nature of her 
illness, the child's incomplete knowledge about her own physiology 
and anatomy and fears and fantasies about pain and mutilation. In 
A's case, the writer definitely feels th~t she would have had a more 
accurate understanding of her illness if her pediatrician had inform-
ed her about the change in diagnosis. The writer realizes that with 
some diseases, especially rheumatic fever, the diagnosis is extremely 
difficult because of the vague nature of the presenting complaints. 
This study· ~ncludes only the more realistic concerns of 
latency age children, such as missing school, and does not become 
deeply involved in the emotional aspects and implications of each 
child's illness, although there is some speculation about these. 
However, K's case seems to illustrate best the dynamics of illness 
and some of the fears associated with it, such as fear of rejection 
and punishment. 
Age and level of psychosocial development are important 
aspects to consider in evaluating a child's understanding of her 
illness, but the writer did not include them in her definition be-
cause most of the cliildren in her sample were latency age and the 
writer did not have complete enough information about the child's 
social functioning in her most familiar environment -- her own com-
munity. Nevertheless, a child's illness can become aggravated by 
the needs characteristic of her particular level of psychosocial 
development. 
CHAPTER VIII 
SUMMARY AND CONCLUSIONS 
The purpose of this study was to identify and describe the 
reactions of c~ildren to hospitalization and illness. A total of 
sixteen children, who were group members in the Children's Project 
social group work program at Boston City Hospital between November 
30, 1961 and January 30, 1962, 'were studied for their reactions to 
hospitalization and illness. The study attempts to answer some gen-
eral questions about the group members: their social char~cteristics, 
their reaction to separation from home and to medical procedures, and 
1 the meaning illness had to them. 
This study reveals that over half of the group members were 
Negro. Nine of the children were behind their school grade accord-
ing to the age-grade scale used by the Boston Public Schools. Over 
half of the children's parents were married at the time the study 
was conducted. Seven children had no father living at home. In s~ 
of the sixteen cases, the father supported the family; Aid to Depen-
dent Children was the source of income for five families. The aver-
age number of children per family was approximately four. 
1 Information on the families of six of the children (Cases F, 
c, D, E~ F and G) is found in Sybil Michelson's Unpublished Master's 
Thesis, "Attitudes of Families towards Their Children's Illness and 
Hosn:italization," Boston University School of Social Work, 1962'. 
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The sample included in this study seems to be representative 
of the general population living in the communities surrounding the 
hospital. The majority of the children's families lived in Roxbury. 
Population turnover in these neighborhoods is frequent. In the last 
five years there has been a steady flow of Negroes moving into these 
meighborhoods from the Southern states. Roxbury alone has an extreme-
ly high concentration of Negroes. 
Living conditions are overcrowded and housing is generally 
poor in these communities. (In an effort to prevent further deteri-
oration in the neighborhoods, low-cost public housing was introduced.) 
All the families included in the sample rented apartments except for 
on~, which owned their own home. Only three f~ilies lived in hous-
ing projects. (Several of the communities in which these families 
live are slated for urban redevelopment and so condemnation and de-
molition of unsafe buildings is widespread and will continue in the 
future.) 
Five cases had urinary tract infections and there were six 
cases with uncertain diagnoses. In January of 1962, the writer did 
a census of the children on the Girls' Medical Ward who received the 
social group work service. It is interesting to compare these find-
ings with the results of this study. The medical diagnosis of over 
half·of the patients was GU, kidney and bladder infections. 
Out of the six children with uhknown diagnosis, three of 
these cases were considered to have more serious psychological prob-
lems than medical problems. Because of the limited number of cases 
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which ar~ accepted for treatment by the Child Guidance Clinic, it was 
the pedi trician's recommendation that someday these children re-
ceive soz e kind of psychiatric treatment. 
~he findings indicated that the majority of the children seem-
ed to dis~lay some signs of being moderately homesick. The nine and 
ten year pld children seemed to miss their parents and siblings more 
than the lder girls, who seemed to miss their close friends and 
familiar <1ctivities. Although illness and hospitalization bring with 
them elements of regression, the dependency reactions are usually of 
a temporary nature, and the nine and ten year old children's reaction 
to separation from homemay be influenced by their particular level of 
social development. 2 A twelve year old child is usually less depen-
dent upon her parents for security and she seeks out friends, at 
approximately the same level of social and emotional development, in 
whom she can confide and share her life experiences. 
There was a wide variation in the children's reactions to 
medical procedures, but the majority of them tended to react more 
with hostility and anger than with passivity and depression. This 
was seen with dramatic v~vidness in one child who did not seem to be 
able to distinguish treatment from the disease itself. She seemed to 
interpret her hospitalization as punishment and to be con~inced that 
the doctors wanted to hurt her. However, in most of the cases includ-
ed in this sample, the children's fantasies and fears were not 
2
upham, 2E• ~., P• 16. 
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expressed so clearly. The intensity of each child's reactions is 
dependent on so many factors that it is difficult to assess the 
amount of influence they have on ~he child's emotional responses. 
This study revealed that children rotually do have fantasies 
and fears about their illness and their misunderstanding of the ill-
ness tends to increase their anxieties. A child is not as well pre-
pared intellectually or emotionally as an adult for the task of 
accepting her illness and any restrictions and treatment procedures 
which it may require.3 In this study a twelve year old retarded 
child did not seem to understand fully why she was ill. She appar-
ently thought that she had injured herself while she was jumping 
rope,and her GU infection was caused by her bedwetting, which she 
had been doing since she was an infant. She was always apprehensive 
about what the doctor was going to do with her and she expressed her 
fears about him wanting to hurt her. The doctor was not aware of 
her fantasies or how fear-provoking his vaginal examination had been 
to her. Consequently he became the target of her aggression. 
The findings seem to indicate how important it is to help 
the child understand what is wrong with her body and the ways in 
which the medical staff are going to help her get well so she can 
return home. Because physical symptoms may be the result as well as 
the cause of emotional disturbances, an understanding of emotional 
reactions of the patient is essential both in diagnosis and treat-
3cooley, op. cit., P• 166. 
,. 
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ment. It is known that illness does have a deeper emotional mean-
ing and that children may perceive it as punishment or rejection by 
their parents. The illness itself places realistic burdens upon the 
child and by being hospitalized, a child is forced into a dependent 
and helpless position over which she has little control. The mean-
ing of illness is determined by a number of factors and in order to 
study its meaning more intensively, it would be necessary to collect 
more data on the child's attitudes and reactions resulting from the 
illness and those precipitating it. 
This explora'to.ry study has lead the writer to believe that 
the nature of the children's fears and fantasies about illness should 
be studied more systematically in the future. Another area which 
should be investigated is the ways in which the medical staff can 
help a child gain a more accurate understanding of her illness. 
Social group work does have a significant contribution to 
make both to the diagnostic and the total therapeutic experience of 
the hospitalized child. Because the child is under stress and fre-
quently unable to communicate her feelings verbally, the group 
worker can help the child to express her feelings in the warm, non-
threatening atmosphere of a group. In the group worker the child 
will find someone who accepts her and attempts to understand her 
feelings about her illness and hospitalization. The group worker 
is in a position to give the child explanations about medical 
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procedures and the nature of her illness in order to prevent the 
creation of fears and fantasies. 
.APPENDIX: 
SCHEDULE 
Name: 
Race: 
Age: 
Grade: 
Address: 
Type of housing -
number of rooms -
sleE~ping arrangement -
Family data: 
age of parents - mother 
father 
age of brothers -
age of sisters -
members living at home: 
source of income: 
Medical information: 
date of admission to hospital: 
date of dsicharge: 
previpus hospitalizations: 
diagnosis: 
treatment procedures: 
Number of group meetings attended: 
Number of individual contacts: 
Social worker's impression of outstanding problems: 
72: 
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REACTIONS TO HOSPITALIZATION 
INDIVIDUAL CONTACTS GROUP MEETINGS 
GEl~RAL STATEMENTS 
SEPARATION FROM HOME 
HOSPITAL ROUTINE AND ~DICAL PROCEDURES 
\ 
\ 
I 
\ 
REACTIONS TO ~~S 
INDIVIDUAL CONTACTS 
CHILD'S UNDERSTANDING OF BODILY 
FUNCTIONS IN RELATION TO HER 
ILLNESS 
MEANING OF ILLNESS TO CHILD 
\ 
GROUP MEETINGS 
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